Background: Psychological treatments for depression are not always delivered consistently
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found that patients with depression treated within an RCT experienced almost three times as much symptom improvement as those treated within an outpatient clinic.
While RCTs are accepted as the 'gold standard' for intervention research, they include procedures that are often very different to the delivery of the interventions in routine practice (Gibbons et al., 2010) . It is possible that these differences are the cause of the discrepancy between patient outcomes in the two settings. A core difference between the RCT and routine practice is the patient samples. Patients must often meet very strict criteria for inclusion in RCTs, but this is not the case in a routine setting (Kazdin, 2008) . However, this is not a complete explanation, as patient complexity does not fully explain differences in outcome between RCTs and routine practice (e.g., Gibbons et al., 2013; Weisz, Jensen-Doss, & Hawley, 2006) . A second difference between RCTs and usual clinical care is the therapists themselves, and whether or not they adhere to the evidence-based protocols. There is evidence that therapists routinely diverge from evidence-based methods -a phenomenon known as therapist drift (Waller, 2009) . However, such drift occurs less in the context of a closely monitored intervention, as shown by Gibbons et al. (2013) . Therefore, it is important to understand why this variation in practice occurs between controlled and routine settings.
It can be suggested that part of the reason for clinicians' less consistent and effective performance in routine settings might lie in the content and process of clinical supervision.
The parallel processes between supervision and therapy might mean that the effect of the supervisor in supervision can, ultimately, have an effect upon the patient in therapy (Tracey, Bludworth, & Glidden-Tracey, 2012) . Although supervision in RCT settings has not been directly compared to supervision in clinical settings, RCT supervision seems to differ from supervision in clinical practice. RCT clinicians receive closer, more structured supervision (Gibbons et al., 2013; Roth, Pilling, & Turner, 2010; Tracey et al., 2012) . Roth et al. (2010) found that the majority of clinical trials required a minimum of weekly supervision, whereas professional bodies in clinical settings require a minimum of monthly supervision (e.g. British Association for Behavioural and Cognitive Psychotherapies [BABCP, 2012] ; British Association for Counselling and Psychotherapy [BACP, 2016] ). Therefore, it is possible that Supervisor practice when guiding therapists 5 the quantity or quality of supervision contributes to differences in patient outcomes between RCTs and clinical settings.
There are several proposed models of supervision, including: developmental models (Stoltenberg & Delworth, 1987; van Ooijen, 2000; Worthington, 1987) ; competency-based models (Bernard & Goodyear, 2004; Mead, 1990) ; and process models (Hawkins & Shohet, 1989; van Ooijen, 2000) . However, there is little empirical evidence showing which model is best, or even that supervision results in better client outcomes (Bambling, King, Raue, Schweitzer, & Lambert, 2006; Ellis & Ladany, 1997; Kilminster & Jolly, 2001; Milne & James, 2000) . Thus, it cannot be assumed that supervision in routine settings is adequate to keep the therapy on track in the way that the stricter conditions in RCTs can ensure. For example, the objectivity of clinical supervision is questionable, given evidence that supervisors of therapists substantially overestimate the ability of their supervisees (Dennhag, Gibbons, Barber, Gallop, & Crits-Christoph, 2012) . This overestimation makes it likely that supervisors will be less demanding than they should be in routine settings. Therefore, it is possible that supervisors' own practices could permit supervisees to stray from effective practice. In other words, supervisor drift could permit or drive therapist drift.
While the emotional, behavioural and cognitive factors that are associated with therapist drift are increasingly well understood (e.g., anxiety, safety behaviours, dismissal of manuals -Lilenfeld, Ritschel, Lynn, Cautin, & Latzman, 2013; Waller, 2009) , little is known about the reasons why supervisors might or might not drift in this way. Therefore, this study will explore, experimentally, a key element in what influences supervisors of clinicians working with depression -the nature of the clinical case being presented -and how that element interacts with the supervisor's own characteristics. This study has two aims. First, it will investigate how the content of supervision sessions varies depending on the clinical case that is presented in the supervision. Second, it will determine whether those patterns of supervisor focus fall into natural groupings (e.g., do clinicians report focusing on therapeutic alliance or evidence-based techniques, but not both?), and whether those patterns are related to supervisors' other characteristics. Specifically, this will consider those characteristics that Supervisor practice when guiding therapists 6 have previously been linked to therapist drift e.g., tolerance of uncertainty (Turner, Tatham, Lant, Mountford, & Waller, 2014) , age, and clinical experience (Waller, Stringer, & Meyer, 2012) .
Method

Design
This was a within-subject, survey-based, experimental design, with all participants undertaking all conditions. The independent variable was the variation in patient vignettes, and the dependent variable was supervisor reaction (guidance given to supervisees working with patients with depression).
Participants
The participants were a sample of 42 clinical supervisors, guiding clinicians in the delivery of CBT for depression. Although all worked as clinical supervisors, only 27 were accredited supervisors (64.3%). The mean age of the group was 50.2 years (SD = 10.6, range 
Measures and Procedure
All participants were sent an email containing a link to an online questionnaire, hosted by the website Qualtrics. Participants read through the instruction sheet and indicated consent before beginning the questionnaire. After collecting demographic information, three case vignettes were presented, relating to individuals with depression with whom their supervisees would be working. Each vignette was based on the clinical experience of two of the authors (GH and GW), to ensure that it represented a realistic scenario that the supervisor would be likely to attend to and might respond to. These were presented in random order. The vignettes varied in terms of patients' clinical severity -one straightforward case of depression, one diffuse case, and one complex case (see Appendix 1 for full vignettes). Each was relatively brief, to ensure that the supervisor reaction to the nature of the case was not related to or obscured by superfluous information.
After each vignette, the participant was asked what they would focus on in supervision for each case. Focus was measured using sliding scales, ranging from 0 ('I would not focus on this') to 100 ('I would focus entirely on this'). The questions referred to three general areas of supervision focus: therapeutic technique, therapeutic alliance, and case management issues. These areas of focus were based on the three main functions of supervision often described in the literature. Proctor (1988) refers to these functions as 'formative' (education and development of the supervisee), 'restorative' (emotional aspects of work), and 'normative' (managerial and ethical responsibilities). The same functions are referred to as 'educational', 'supportive', and 'managerial' by Kadushin (1976) . Further detail was requested to clarify which specific supervision methods the supervisors would focus on. Methods relating to the therapeutic alliance were: developing and maintaining the therapeutic bond with the patient; agreement on therapy tasks; and agreement on therapy goals. Those relating to the therapeutic techniques were: reviewing depression levels; CBT model education; agenda setting; Socratic questioning; linking cognitions, emotions, and behaviour; recording of negative automatic thoughts; clarifying dysfunctional assumptions; developing alternative hypotheses; behavioural activation; mindfulness; eye movement desensitisation and Supervisor practice when guiding therapists 8 reprocessing; responding to patient feedback; discussion of thought records; reviewing homework tasks; behavioural experiments; cognitive rehearsal; assertiveness training; use of reattribution; and relapse prevention techniques. Case management issues covered: risk focus; focus on the patient's capacity to use and benefit from treatment; focus on the patient's week; and encouragement of the therapist to remain on track.
Participants were then asked to fill out two measures. These measures were presented after the vignettes to reduce demand characteristics. Participants' reactions to uncertainty, ambiguous situations, and the future was measured using the 12-item version of the Intolerance of Uncertainty Scale (IUS; Carleton, Norton, & Asmundson, 2007) . The IUS measures two aspects of intolerance of uncertainty -'prospective anxiety' (fear and anxiety relating to future events), and 'inhibitory anxiety' (uncertainty that inhibits action). The IUS has high internal consistency (full scale = .91, prospective anxiety = .85, and inhibitory anxiety =.85). Finally, participants' self-esteem was measured using the Rosenberg Self-Esteem Scale (RSE; Rosenberg, 1965) . The RSE measures both positive and negative views of the self, and has well-established psychometric properties ( ranging from .72 to .88; Gray-Little, Williams, & Hancock, 1997). Due to a technical error, scores were collected for only nine of the ten items, so the score was prorated.
Data analysis
To address the first aim, a repeated measures analysis of variance (ANOVA) was used to assess the reactions of the supervisors to each vignette. The within-subject factor was the different clinical condition (presentation type), and the dependent variables were the rated levels of focus on different topics in supervision. To address the second aim, two-step cluster analysis was used to identify naturally-occurring supervisor 'types', and these were validated against other measures using one-way ANOVAs and chi-squared tests.
Results
'Supervision focus' scale reliability
The Cronbach's alphas of the three scales were (in the order 'straightforward', 'diffuse' Supervisor practice when guiding therapists 9 and 'complex' each time): 0.701, 0.511, and 0.642 for therapeutic alliance; 0.893, 0.908, and 0.878 for therapeutic techniques; and 0.641, 0.583, 0.742 for case management. It is likely that the low alpha levels for some of the therapeutic alliance and case management scores are because the number of items in each is too low to allow for reliable calculation of Cronbach's alpha. However, the alphas for the therapeutic techniques scale suggest that the items reflect a single construct rather than containing divergent techniques.
Supervision focus for different clinical conditions
Addressing the first aim, overall patterns of supervision focus (alliance, CBT techniques, and case management issues) are shown in Table 1 for each case presentation.
The overall pattern was that the supervisors stated that they would focus their supervisees most on techniques and least on case management issues, with the level of focus on the alliance lying between those two. The ANOVAs showed that the type of case made no significant difference to the level of focus on the alliance or case management issues (all p > .05). However, there was a significant difference in the level of focus on evidence-based techniques, which the supervisors reported stressing least when the case presentation was relatively diffuse (F(2, 84) = 5.19, p = .008).
__________________________
Insert Table 1 about here 
Supervision styles when delivering CBT for depression
The second aim was to find whether there are different natural patterns of supervisory practice. Using the supervisors' overall scores on the degree to which they would focus on different therapy elements (alliance, techniques, case management), two-step cluster analysis provided a three-cluster solution. The first cluster (33.3% of the sample) were supervisors who indicated that they spend little time on any of the aspects of supervision. Therefore, they are referred to as 'Unfocused'. The second cluster (23.8% of the sample) consisted of supervisors who mainly focused on topics of supervision other than alliance and technique. They are referred to as 'Case Management-Focused'. The final, and largest, cluster (42.9% of the sample) consisted of supervisors who focused on both the therapeutic alliance and therapeutic techniques. They are therefore labelled 'Alliance-and Technique-Focused'.
Clinical validation of the clusters. Using one-way ANOVAs, the three clusters were compared on participant characteristics (Table 2 ). Relative to the Unfocused group, the individuals who were Case Management-Focused had been qualified (F(2, 39) = 6.11, p = .005), accredited (F(2, 32) = 5.72, p = .008) and using CBT (F(2, 39) = 3.50, p = .040) for longer. In contrast, compared to the Alliance-and Technique-Focused group, the Case Management-Focused group had higher levels of prospective anxiety (F(2, 38) = 5.83, p = .006) and worked less with depression (F(2, 39) = 3.33, p = .046).
__________________________
Insert Table 2 about here __________________________ The only categorical characteristic found to be associated with the clusters was supervisor accreditation ( 2 (df = 2) = 13.83, p = .001). In the 'Unfocused' cluster, 28.6% were accredited, compared with 100% of the 'Case Management-Focused' cluster and 72.2% of the 'Alliance-and Technique-Focused' group. Categorical characteristics found not to be associated with the clusters were gender; country of training trained; current country of residence; background profession; use of treatment manuals and therapist accreditation.
Discussion
This study explored the focus of CBT supervision for depression cases, comparing patterns of guidance given to clinicians working with patients with different levels of clinical complexity. Overall, it is reassuring that supervisors tended to focus on evidence-based techniques, especially for straightforward and complex depression cases. However, for relatively diffuse cases, supervisors reported taking a less evidence-based approach.
Three clear supervisory types emerged from the sample; an Alliance-and TechniqueFocused group, a Case Management-Focused group, and an Unfocused group. An important Supervisor practice when guiding therapists 11 point to note is that there was no distinction between supervisors who encouraged a focus on CBT techniques or the alliance -if the supervisor addressed one; they addressed both (albeit they stressed the use of techniques to a greater degree). Perhaps more surprising was the number of supervisors whose guidance for supervisees seemed to lack any of these foci, regardless of the nature of the case (at least within the domain of depression). These three patterns of clinical supervisory practice were related to the characteristics of the supervisors themselves. Those who were more likely to focus their supervisees on case management issues were more likely to have anxiety surrounding future events but to have also been practicing for longer than others. In contrast, those who focused on guiding both alliance and technique in supervision also tend to be those who had higher self-esteem.
The three supervisor types that have emerged from these data seem to be partially reflected in established supervision models. However, while most models tend to focus on one specific aspect of the supervision (Bernard & Goodyear, 2004; Hawkins & Shohet, 1989; Mead, 1990; van Ooijen, 2000) , that was not the case here. The largest group of supervisors (Alliance-and Technique-Focused) combines features of competency-based models focusing on techniques (Bernard & Goodyear, 2004; Mead, 1990 ) and process models focusing on relationship dynamics (Hawkins & Shohet, 1989; van Ooijen, 2000) . Thus, supervision models might need to be developed to allow for this dual focus in everyday practice, rather than being presented as alternatives. A new supervision model might take evidence-based aspects of other models and combine them for a more integrative model. Such a model should also take into account the characteristics of the supervisors themselves. Based on the current study, it is clear that supervisors need to evaluate their own characteristics, as well as those of their supervisees and patients.
The finding that supervisor characteristics are associated with their supervisory practice needs consideration. The fact that supervisors with higher levels of prospective anxiety are likely to encourage supervisees to focus on case management (e.g., monitoring risk; exploring the patient's week) is compatible with the finding that more anxious therapists avoid the use of core CBT techniques in therapy (e.g., Meyer, Farrell, Kemp, Blakey, & 12 Deacon, 2014; Waller et al., 2012) . It is also possible that supervisors' fear over future events leads them to focus on patient safety to the exclusion of more change-oriented methods.
Similarly, the higher self-esteem of those who focus on the alliance and techniques is compatible with the finding that clinicians with higher self-esteem are more likely to use treatment manuals (Waller et al., 2013) . This result might also be related to the finding that high supervisor self-acceptance and self-efficacy positively affect trainees' outcomes (Moldovan & David, 2013) . What is possibly more unexpected is the tendency for more experienced supervisors to focus their supervisees more on case management and less on alliance and techniques, though it could be argued that this is a simple example of supervisory drift with time.
Although supervision is usually thought to keep therapists on track (Bernard & Goodyear, 2004; Care Quality Commission, 2013; van Ooijen, 2000) , the present findings indicate that this assumption is subject to doubt, as supervisors themselves are influenced by similar factors to therapists, causing them to drift off track. Given the reliance that many professions and therapies place on supervision, it is possible that supervisory drift accounts in part for therapist drift, and hence for differences in patient outcomes across settings (Gibbons et al., 2013) . In particular, the demands placed on supervisors in RCT conditions are usually more regulated (Roth et al., 2010; Tracey et al., 2012) . It might be argued that routine clinical practice would be augmented by the establishment of protocols for supervision of those clinicians. Those protocols might explicitly address the characteristics of supervisors and how those characteristics could result in therapist drift. Similarly, it can be suggested that supervisors' worry around future events and self-esteem levels might be addressed as part of training and continuing professional development, as has been recommended for clinicians delivering exposure-based therapy (e.g., Farrell, Deacon, Dixon, & Lickel, 2013 ).
For such training to be effective, supervisor tolerance of uncertainty and self-esteem should be explored further. A key issue is that this study has considered the potential role of prospective and inhibitory anxiety, and self-esteem within normal, non-clinical limits. Future research might focus on whether these patterns of supervisor behaviour are exacerbated Supervisor practice when guiding therapists 13 when one focuses specifically on supervisors with levels of anxiety and self-esteem that are more representative of clinical groups. The findings of the current study might be picking up different forms of anxiety, such as state anxiety, as well as trait anxiety (due to the order in which the study materials were presented). Future research should, therefore, look to tease out the types of anxiety that supervisors are experiencing.
The findings in this study relate to the supervision of clinicians working with depression.
Further research will need to consider the impact of supervisor characteristics on how they guide treatment for other disorders. Future research into the impact of supervisors' characteristics on the recommendations that they make will need to cover other disorders. It will also be important that further research into supervisor practice in depression and other disorders considers the triadic relationship involved. This study has considered the impact and relationship of patient and supervisor characteristics. However, that does not allow for the intermediary role of the clinician being supervised. An important development of this research will be considering how supervisee and supervisor characteristics combine to influence the therapy being delivered. For example, is there an additive effect, such that having a supervisor and clinician who are both alliance-and technique-focused will have more positive results, while having a supervisor and clinician with contrasting approaches might lessen the impact of the therapy? And will having a supervisor and clinician who are both unable to tolerate uncertainty be even less beneficial for the patient, or is one of the two being more tolerant sufficient for the patient to benefit? Similarly, can a less experienced clinician retain focus on alliance and technique, even when a more experienced supervisor is directing therapy away from that focus? These are questions that can initially be addressed using vignette studies of this sort, but that would benefit from naturalistic, observational studies that relate real-life supervisory and clinical practice to patient outcomes and experiences.
The use of naturalistic studies will enhance this area of research, as there are some limitations to questionnaire research. Due to the need to keep questionnaires concise, there might not have been enough information given in this study to ensure that the supervisory content items did not confuse the participants. Although these items were outlined under Supervisor practice when guiding therapists 14 specific categories (e.g., 'therapeutic techniques'), any confusion might have caused some overlap between the categories. In addition, the imbalance of items between the categories could have caused some response bias towards selecting items from the 'therapeutic techniques' category. Observational studies would alleviate such problems.
The current study only provides a snapshot into supervisory intentions. Due to time restrictions and the need to prioritise certain patients in clinical settings, supervisors might only be provided with a small amount of detail about some patients, similar to the vignettes used in this study. However, this study has an analogue nature. In many real-life cases, the supervisor will have more information to work with -perhaps including video or audio recordings of the therapy sessions. Future research could benefit from the use of such recordings. These provide supervisors with a much richer source of information, thus allowing researchers to take a much deeper look into supervisory intentions.
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Main Points
 Supervision is often assumed to keep therapy on track and help deliver positive patient outcomes; however, there is little evidence to support this.
 The present study found that supervisors tended to focus their supervisees on the use of evidence-based therapeutic techniques for both straightforward and complex cases of depression.
 Supervisors' approach to diffuse depression cases was less evidence-based.
 Three supervisory 'types' were found and which group the supervisors fell into was related to their personal characteristics.
 It is possible that supervisors drift from evidence-based practice in the same way that has previously been found with therapists.
Recommended follow-up reading
Dennhag, I., Gibbons, M. B. C., Barber, J. P., Gallop, R., and Crits-Christoph, P. 
Learning Objectives
 To explore the assumption that supervision contributes positively to therapy outcomes and helps keep therapy on track.
 To understand how a supervisor's own characteristics might affect patient outcomes.
 To consider the supervisor's role in therapist drift. shown more and more signs of depression, including a low mood and poor self-esteem, though there are no biological signs. Although she is still doing her job in a bakery, she is becoming increasingly socially isolated. She has given no indication that she is suicidal. She was referred because of her low mood.' Diffuse 'Joanne is 38 and lives with her husband and son. She describes her relationship as "solid", though she and her husband do not always get on well.
She works as a classroom assistant, though she would like to do something more challenging. Her mood has generally been okay, but she reports feeling detached from the world and feeling a lack of direction in her life. She finds herself feeling "down", though would not harm herself. She sought a referral so that she would have opportunity to talk about where she is going in life.'
Complex 'Susan is 35, and is currently in a relationship that she is unhappy with.
She is depressed and socially isolated. Her appetite and sleep are poor and she reports feeling slowed down. She is struggling to find things funny or exciting about life. These symptoms are affecting her ability to do her office job. She has had suicidal ideas, but she is unsure whether she will act upon them, She recently took a small overdose, though she described it as to help her "turn off" for a while. That encouraged her to seek a referral for therapy.'
